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The following are recommendations for revisions to the WHO Strategy on Oral Health.

#5: We recommend updating the incidence of cleft lip and/or palate to 1 in 700, the widely
accepted rate. While some risks may be higher for cleft lip and palate patients, all phenotypes
of cleft (isolated lip, lip and palate, isolated palate) have serious implications on oral health.

Recommended text: Cancers of the lip and oral cavity together represent the sixteenth
most common cancer worldwide, with over 375000 new cases and nearly 180 000
deaths in 2020.2 Noma is a necrotizing disease that is a marker of extreme poverty; it
starts in the mouth and is fatal for as much as 90% of affected children.*> Cleft lip
and/or palate, the most common craniofacial birth defect, has a prevalence of
approximately 1 in 700 births, with considerable ethnic and geographic variation.”
Traumatic dental injury is estimated to have a global prevalence of 23% for primary
teeth and 15% for permanent teeth, affecting over one billion people.?
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#7: Families affected by cleft lip and/or palate are part of some of the most vulnerable in
communities worldwide. cleft lip and/or palate more often affects socioeconomically
disadvantaged individuals and being born with a cleft has been found to exacerbate a child’s
likelihood of being left out of school, the healthcare system, and the workforce. For this reason,
we recommend that orofacial clefts are specifically called out in this section:

Recommended text: There is a very strong and consistent association between
socioeconomic status (income, occupation and educational level) and the prevalence
and severity of oral diseases and conditions. Across the life course, oral diseases and
conditions disproportionally affect the poor and vulnerable members of societies, often
including those who are on low incomes, born with cleft lip and/or palate, living with
disability, refugees, prisoners and/or socially marginalized groups.
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#9: We recommend detailing modifiable risk factors for conditions referenced, including cleft lip
and/palate, to emphasize the shared modifiable risk factors and better inform strategies for
prevention.

Recommended Text: Oral diseases and conditions share modifiable risk factors
common to the leading noncommunicable diseases, that is, cardiovascular disease,
cancer, chronic respiratory disease and diabetes. These risk factors include all forms of
tobacco use, betel quid and areca nut use, harmful alcohol use, high sugars intake and
lack of breastfeeding, as well as the human papilloma virus for oropharyngeal cancers.
The risk factors for noma include malnutrition, coinfections, poor oral hygiene and poor
living conditions. Some of these risk factors are also associated with traumatic dental
injury. The most common craniofacial malformation, cleft lip and/or palate, is associated
with some of these same modifiable risk factors, as well as others such as vitamin
deficiencies, maternal metabolic syndromes, and environmental exposures such as
cigarette smoke and alcohol.
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#17: Comment on Vision, Goal, and Guiding Principles:

We strongly welcome the recognition of oral health as a fundamental human right. The
description of the strategy’s vision includes the three elements of UHC (quality,
accessibility, and affordability) and asks for the oral health response to be needs-based.
We welcome reference to the wide range of services that universal oral health coverage
should encompass, including prevention and rehabilitation. Rehabilitation should not be
forgotten in the context of oral healthcare, as this is an essential service. For example, for
people undergoing oral surgery in the context of a cleft or other complications.

#21: We welcome the emphasis placed on the education and training of health workers to build
capacity for oral health service delivery. This must include education and training across silos to
ensure that oral health services align with community needs and are fully integrated within
health systems.

Recommended Text: Oral health resource and workforce planning models need to
better align education and training of health workers with population oral health needs.
Universal oral health coverage can only be achieved by reforming the health, education
and resource planning systems to ensure the oral health workforce is of adequate size
and skills mix to provide essential oral health care acknowledging and understanding
some of the most common conditions such as cleft lip and/or palate. This requires
reassessing the roles and competencies of mid-level oral health care providers and
community oral health workers based on the new WHO Global competency framework
for universal health coverage.
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#32: We align fully with the need to refocus the oral health research agenda as described in
Strategic Objective 5. We urge WHO to also emphasize the need for increased funding to
support an ambitious and comprehensive oral health research agenda. Oral health research is
often given low priority in funding agencies and there is an urgent need for more funding in this
area. This is particularly the case for common conditions such as cleft lip and/or palate.

Recommended Text: Strategic objective 5 strives to move beyond the historical oral health
research agenda that has focused heavily on dental technology and problem description, rather
than problem-solving. The new oral health research agenda should be oriented towards public
health programmes, population-based interventions, learning health systems, workforce
models, digital technologies, and the public health aspects of oral diseases and conditions,
such as primary health care interventions, minimally invasive interventions, alternative dental
restorative materials, environmentally sustainable practice, and economic analyses to identify
cost-effective interventions. Financial investment in oral health research, particularly for
common conditions such as cleft lip and/or palate, should be prioritized.

Suggested additional strategic objective: Oral Health Workforce:

We urge WHO to consider the addition of a new strategic objective on oral health
workforce specifically, in line with the guiding principle: A new oral health workforce
model to respond to population needs. This will help address the different challenges
affecting the oral health workforce, such as education, retention, geographical
distribution, planning, and intra- and inter-professional collaboration. It needs to be
specificized how oral health workers can help address shared risk factors (e.g., via
tobacco cessation support, dietary advice, etc.) and support general health check- -ups
(e.g., performing screenings for oral cancer and diabetes). Also, non-oral health
workers can be trained to deliver brief oral hygiene interventions performing a risk
assessment and referring patients to a dentist when relevant.

#44: It is imperative to reinforce the point that Member States need to take specific action to
see that they are addressing the needs of the most marginalized. Disparities still exist in the
access to oral care, mostly affecting the disadvantaged and marginalized populations. To
address this, local oral health professionals and the healthcare system should have a focus on
reaching those who need it most. This specific point seems to be missing from 41-44; we
recommend it is added as such:

Recommended Text: Member States should critically review and continuously update
their oral health education and training curricula prioritizing a public health approach to
oral health and reflective problem-solving and leadership skills among future oral health
professionals. They should also review their system’s ability to reach marginalized and
disadvantaged populations.
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#45 — 46: We align with this section but mention of collaboration of international partners with
national actors to ensure implementation at the regional and national level should be added.

{ Smile



	WHO’s DRAFT GLOBAL �ORAL HEALTH STRATEGY
	Slide Number 2
	Slide Number 3

